We report the case of female genital tract enterobiasis. The patient is a pediatrician at a large general hospital and was suffering from nocturia, dysuria and vaginal itching. Vaginal examination showed mild inflammation and normal hematogram. The midstream urine and the culture of vaginal discharge were negative. The Gram-stained microscopic examination of the vaginal discharge showed normal numbers of galactobacilli and absence of fungus, but the microscopic examination of fresh preparation of vaginal discharge revealed 3-4 Ieukocytes/mm' and E. vermicularis of about 4 mm. The patient was treated with mebendazole 100 mg PO bid for 3 days and all the symptoms disappeared. In order to prevent possible re-infection, the treatment was repeated with a further two courses. After three months the cellotape test was negative.
Enterobius vermicularis are cream-coloured, slender nematode parasites (male 2-5 mm long, female 8-13 mm long) which mainly congregate in the ileocecal region of the intestine, but are commonly found throughout the gastrointestinal tract from the stomach to the anus. Gravid female parasites begin migrating within the lumen of the intestine, commonly passing out of the anus at night to lay numerous sticky eggs on the anal skin. Eggs on the skin develop to an infective stage (embryonated eggs) in a few hours at body temperature. Embryonated eggs that become detached from the skin remain viable for two to three weeks in a moist environment, and are also carried in house dust, and further human infection is by ingestion of these infective eggs (1) . E. vermicularis infection (enterobiasis-oxyuriasis) is one the most common of all parasitic infections in the world (1) and is particularly common in children (2) and family members of an infected person (3). Its spread is contaminative rather than soil transmitted, often from the anus to the hand of an infected individual to the hand and then the mouth of another person (1) .
Ordinary infections cause relatively mild symptoms, usually intense pruritus in the perianal region, usually worse at night. Sometimes scratch lesions and eczematous changes produced in the anal area can even spread to cover the entire skin. In severe cases, nervous disorders, developmental retardation, restlessness, irritability, insomnia, weight and appetite loss, may occur (l). Diagnosis can be made by detection and identification of eggs ( Fig. 1 ) adhering to the perianal skin. This is achieved by applying a clear adhesive cellulose tape to the anal area in the early morning before defecation or bathing (l). The eggs, which are naturally transparent and colourless, stain deep blue with lactophenol cotton blue, assisting in the 1032 A. SCIOCHOU ET AL. Although enterobiasis is an intestinal infection rarely ectopic infestation by E. vermicularis occurĩ n appendix (4), in the male urinary tract (5) and more frequently in the female genitourinary tract (vagina, uterus, ovary, fallopian tubes) (6) . Female physiology favours ectopic enterobiasis, as the vaginal and urethral openings are in closer proximity to the anal opening. Occasionally, the worms lose their way, enter the vagina and then ascend to the genital tract, and even reach the peritoneal cavity along the lumen of the uterine tubes. The uterine tubes and peritoneal serosa are the most common sites of ectopic enterobiasis. After pinworms have gained entrance to the female genitourinary tract, they may cause vaginitis, vulvar irritation, endometritis, salpingitis, pelvic inflammatory disease or pyelitis (7-10).
In the present paper we report a case of female genital tract enterobiasis. A 34-year-old woman visited a private microbiologic laboratory in Thessaloniki, Greece, for urinary and vaginal secretion examination. The patient reported nocturia, dysuria and vagina itching. The symptoms had appeared 3 weeks previously. The vaginal examination from her gynecologist showed mild inflammation. Her medical and family history was unremarkable, and the hematogram was normal. The midstream urine and the culture of vaginal discharge were negative. The microscopic examination ofvaginal discharge stained by Gram showed normal numbers of galactobaccili and absence of fungus. However, the microscopic examination of fresh preparation of vaginal discharge revealed 3-4 leukocytes/mm' and small white worms, E. vermicularis, about 4 mm. At the cellotape test to the anal area of the patient, which was carried out the following morning, eggs were observed measuring 51-59x26-29 urn with one convex side, which identified them as E. vermicularis. The same test was negative for her husband and children. It was strange that the patient did not have any gastrointestinal symptom or rectal itching. It is worthy of note that the patient is a pediatrician at a large general hospital of Thessaloniki and, as is well-known, E. vermicularis infection is particularly common in children, therefore the patient was probably infected by ingestion of embryonated eggs, found in the bedclothes, house dust, or furniture of the hospital. The patient was treated with mebendazole 100 mg PO bid for 3 days and all the symptoms disappeared. In order to prevent possible retroinfection the treatment was repeated with a further two courses with 3-week time intervals. After three months, the cellotape test was negative.
The issue of treatment is very important because of the possibility of retroinfection. Treatment should therefore be repeated at least once, and should be extended to include family members and all potential parasite carriers. Following chemotherapy, hygienic measures are very important, with frequent washing of hands and bedclothes and cleaning of rooms because the eggs can survive for several days in a moist environment or house dust, and for a few days on toys or furniture.
